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ABSTRACT
Background: Child abuse is a serious global problem with long-lasting consequences for the child and his/her family. Nurses
are in a position to stop the abuse, to detect and initiate care. The aim of this study was to describe nurses’ experiences when
they had suspected child abuse in their encounters with children and their families in various health care contexts. Child abuse is
understood as a lack of care, neglect, physical or psychological, and sexual abuse according to World Health Organization and
previous research.
Methods: Descriptive exploratory research design that uses content analysis. Eight nurses were interviewed individually and
were chosen to represent a strategic sample of Norwegian health care units.
Results: The responsibility of the nurses was challenged and in many cases neglected when child abuse was suspected by the
nurses. The child and his or her family lingered heavily in their minds regardless of whether they had acted on their suspicion or
not. They doubted what they saw and what it meant, and they feared the consequences for the child and the family when acting
on their suspicion. The fear of consequences included themselves. Uncertainty and anxiety haunted the nurses, and they felt
little support for their actions from their colleagues and leaders. The nurses felt that their knowledge of the signs of child abuse,
documentation and report routines was insufficient.
Conclusions: Nurses need to raise their awareness, responsibility, and courage to act when they encounter suspected child abuse.
Nurses therefore need more knowledge about child abuse but also ethical reflection, collegial and management support, and
interprofessional collaboration.
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1. INTRODUCTION
Nurses may encounter child abuse in their clinical nursing
practice in different health care settings but this easily re-
mains unnoticed as it may appear vague and difficult to detect.
Child abuse can be physical, psychological, sexual and/or ne-
glect of a child where the acts or omissions of action damages
the child or endangers the child’s health and development.[1]
This definition is supported by the WHO[2] and UN Con-
vention on the Rights of the Child (CRC),[3] the Convention
is to ensure that all children receive protection and healthy
development. The CRC has been ratified by most countries
in the world with Norway, the site of this study, joining the
agreement in 1991. Child abuse exists in all cultures and is
therefore a global problem.
1.1 Background and significance
There are various forms of child abuse. Physical child abuse
includes all kinds of violence causing physical harm to a
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child, from bruising to brain damage. Sexual abuse involves
sexual intercourse with a minor, or forcing or enticing a child
to take part in sexual activities. Emotional abuse is persis-
tently degrading, threatening, or treating the child in any way
that is harmful to the child’s self-esteem. Child neglect is
the persistent failure to meet a child’s basic psychological
or physical needs, such as food, clothing, and care. Care
includes demonstrating that one cares, and encouraging and
supporting the child.[4]
Child abuse is not a new phenomenon, but the view of what
is or is not child abuse varies between different cultures and
generations. What is understood in a society to be violence
today may have been defined differently by previous gen-
erations and in other cultures. The fact that concepts and
definitions vary can provide negative consequences for those
subjected to abuse and can cause confusion for health care
professionals and researchers.[5] The first article describ-
ing “the battered - child syndrome” was published in 1962,
the article describes the damage and injury mechanisms and
how child abuse can be disclosed.[6] Kempe et al. stress
that nurses’ observations are important in uncovering child
abuse. Figures from Statistics Norway[7] show that more
than 52,000 cases are reported to the CPS every year and
around 6% of the reports come from doctors, hospitals and
dentists. It has not been possible to find statistics related to
how many are signed by a nurse.
A major survey of graduates (7,033 young people) in Nor-
wegian secondary schools reveals that between 16%-25% of
the youngsters had experienced abuse, violence or witnessed
violence in the family to a mild or severe degree. Poor family
economy and alcohol problems amongst adults and minority
backgrounds were linked to an increased risk.[8] These are
risk factors supported by the Finnish guidelines for clinical
practice: identification of and intervention in child abuse.[9]
Tingberg[10] has surveyed all children in Sweden who were
admitted to hospital between 2005-2008 with diagnoses that
could be compatible with child abuse. He found 301 children
with such diagnoses, 137 of these qualified as genuinely sus-
picious. Forty-two of these children were suspected to have
been sexually abused, and, of these, 62% were reported to
the child welfare service. Physical violence was suspected in
the remaining 95 children, and 51% of these were reported
to child welfare.
Several countries have exposed child abuse in media reports,
often occurring when something does not work or something
has gone wrong. Abuse, lack of procedures, or procedures
not followed will be reviewed and criticized publicly; this
can be a difficult process for those involved. It is important
to increase awareness of this issue. At the same time, this
may also influence health workers making them reluctant to
choose child welfare.[11] The damaging effects of child abuse
and the child’s present and future health are well-documented.
The extensive ACE - study (The Adverse Childhood Experi-
ences) finds a clear correlation between disease later in life
and early death among those who have experienced child
abuse.[12] Kirkengen[13] has shown how offence in childhood
may lead to substance abuse and somatization in adulthood.
Research has also shown that trauma (toxic stress) in young
children can interfere with brain development and cause dam-
age and learning disabilities.[14]
Child abuse has been described as emotional and difficult
for all involved including nursing practice, and there is a
need for counseling, training and better cooperation within
hospitals and between departments.[15, 16] Cowardice, work
pressure and lack of knowledge about this serious problem
hampers the identification of child abuse.[17] Neglect in care-
giving is the type of child abuse that is most often observed.
Head injuries are most frequently reported.[18] A Finnish
cross-sectional survey of public health nurses regarding their
identification of child abuse and subsequent intervention
finds that physical abuse is easier to detect and report.[19]
Lack of knowledge and training of nurses recur as common
threads in several studies.[17, 18, 20] In Norway a report from
2007 shows that health and social work education does not
include domestic violence as a topic on the regular curricu-
lum. It is then up to the individual educational institution
whether or not the subject is illuminated.[21]
Several countries have developed guidelines on how to re-
veal and treat child abuse. Finland has guidelines prepared
especially for nurses, and these guidelines may benefit other
health care professionals. The guide focuses on risk fac-
tors and how to proceed in case of suspicion.[9] The United
Kingdom’s guidelines (2009) strive to increase health care
professionals’ awareness of their duties and functions with
abused children and their families.[22, 23] Norway has an
electronic handbook on physical abuse, which specifically
targets those working in somatic specialized health services
with assessment, diagnosis and follow-up of children who
may have been subjected to abuse.[24] This handbook is
aimed at doctors, but is also useful for nurses. In Norway,
a supervision authority is responsible for preventing sexual
abuse of children.[25] Lundén[26] has studied how to iden-
tify neglect among Swedish pre-school children. She has
also later written a book based on the dissertation. Here
she describes, amongst other things, how to reveal neglect,
the consequences for the child, and how nurses experience
suspected child abuse.[27] A tutorial was published on uncov-
ering domestic violence in dialogues.[28]
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The guidelines are not sufficient for nurses to detect and re-
port child abuse. Feng and Wu[29] find that knowledge and
general attitude in the department are important for the nurse
to report to child welfare. An Australian study also finds
that attitudes have an impact.[30] Joughin[31] examined how
emergency staff can work in teams to protect children in the
emergency room, which is an arena where child abuse may
be detected. It appears that the lack of cooperation between
agencies and poor communication are often mentioned as a
cause of failure in child welfare cases. Nurses experience an
ethical dilemma and a difficult dual role which they are not
prepared for according to Tingberg[16] They provide care and
should also be the persons who notify child protection when
they suspect child abuse.
In summary, previous research shows that child abuse is a
difficult subject field from a nursing perspective and can be
hard to detect. There is a need for better interdisciplinary
collaboration, training, guidance and support. We also know
that both the nurses’ attitudes and the general attitude in
the health care unit are significant in reporting child abuse.
Norway and several other countries have a statutory duty to
report suspected child abuse, but few issues of concern are
reported to child protection authorities. There is still scarce
knowledge from a nursing perspective of encountering child
abuse in nursing practice. This study is part of a larger re-
search program, illuminating how nurses encounter child
abuse in hospitals and health care centres. It is important
to increase understanding and to develop ways of interven-
ing in order to prevent child abuse and improve care for the
children, who are indeed the victims.
1.2 Objective
The aim of this study was to describe the nurses’ experiences
when they had suspected child abuse in their encounters with
children and their families in various health care contexts.
2. METHODS
A qualitative content analysis[32, 33] was chosen for this study
because this approach is considered suitable for investigat-
ing people’s experiences, practices, thoughts, expectations,
motives, and attitudes. We chose individual qualitative in-
terviews; an interview approach that is unstructured and not
predefined.[34] As the topic is sensitive and the focus is here
on identifying the nurses’ experiences, individual interviews
were considered more appropriate than focus group inter-
views.
2.1 Setting and sample
Informants were chosen through a strategic selection pro-
cess. The criterion for participation was that the nurse had
experienced situations where child abuse was suspected. In-
formants were selected from both children’s units as well as
other units. It was considered important to include nurses
who were not primarily working with children, but in envi-
ronments where children were part of a larger context. This
choice was expected to give the study a broader and more
comprehensive perspective of the nurses’ experiences. The
structure within hospitals varies. Major hospitals usually
have specific children’s units and admittances, while smaller
hospitals tend to have units that include both children and
adults. The process of finding informants started in the spring
of 2011 by sending a request, via email, to the management
of several hospitals and emergency rooms. The email in-
cluded information about the project and an application for
permission to conduct interviews. The management was re-
quested to forward the inquiry to the relevant departments.
Following approval, the managers of relevant departments
were contacted. Some showed no interest and believed that
the problem was not relevant for nurses in their department,
while others responded positively. Based on this, we made
a strategic selection that included eight nurses from differ-
ent units and with different backgrounds. The nurses were
between 35 and 60 years of age, and they all had extensive
work experience, that is to say more than ten years’ experi-
ence. The final sample provided a good basis to shed light
on the problem from different contexts. The following units
were represented: a children’s ward, children’s admission,
casualty admittance, and municipal casualty. Two different
hospitals (one university hospital and one small hospital) and
a municipal casualty (medium-sized city) were also repre-
sented.
2.2 Data collection
The individual semi-structured research interviews[34] were
conducted by the first author, during the autumn of 2011 at
the informants’ workplaces. Both researchers are nurses with
experience of encountering child abuse in their previous nurs-
ing practices, and had several reflective discussions on this
vulnerable topic, trying to uncover own biases throughout the
research process. One of the decisions that emerged was to
choose individual interviews instead of focus groups due to
the sensitive nature of child abuse and also to include general
nursing units where child abuse may remain unnoticed.
The informants themselves arranged the places where the
interviews took place. One interview was conducted outside
the workplace. The interviews lasted from 30 minutes to
1 hour and 15 minutes, but most of the interviews lasted
for about one hour. Several of the informants had worked
with the issue of child abuse in different contexts, which con-
tributed to providing the data with a thoughtful and reflective
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content. An interview guide (topic list) for interviews was
prepared. It was made clear that informants could speak as
freely as possible in order not to overlook important infor-
mation. The interview guide was, therefore, used to ensure
that all relevant topics were covered. The interviews were
recorded in audio files and then transcribed verbatim. The
interviews were transcribed by the researchers themselves,
and provided useful input to the analytical process.[34] In
total there were 75 pages of transcribed data.
2.3 Data analysis
The data was analyzed using qualitative content analysis.
This method, which utilizes a descriptive approach, is widely
used in nursing research.[32] An inductive analysis based on
the informants’ experience of the phenomenon was used, and
the coded categories were sourced directly from the data.[33]
The analysis is based on a latent approach, which interprets
the underlying meaning of the text.[32]
After transcription of the interviews, the text was read
through, and then the text was divided into meaning units. A
meaning unit is a word, a sentence, or a paragraph which is
linked because of its contents or context.[32] There were 425
meaning units that were numbered and traced back to their
original context. They were first divided into three groups
(nursing, children, and collaborators). The “nursing” group
was, by far, the largest. The meaning units were then grouped
into charts according to the content (16 groups). The mean-
ing units were then condensed and entered into an Excel
spreadsheet. “Condensed” means shortening the text so that
the core of the content is preserved.[32] Furthermore, during
this process codes were developed. This involved abstracting
the content to a higher logical level. A code can also be de-
scribed as a label for the condensed meaning unit: something
that requires abstraction.[32] The analysis proceeds further
from codes to sub-themes, and then themes that make up
the findings. A theme is a collection of codes that have a
similar content. The difference between a sub-theme and a
theme is the level of abstraction; it gradually becomes more
abstracted at each level.[32] And finally, an overarching main
theme was found.
2.4 Ethical considerations
The project was approved by the Norwegian Social Science
Data Services (NSD). Participation in the project was vol-
untary and the participants received prior oral and written
information about the project. All interviews started with
verbal information about the project and the possibility of
withdrawing at any time. None of the informants withdrew
during the study and all signed consent forms. Data was
anonymized so that neither the informant nor the examples
used could be recognized.
3. RESULTS
Participants in the study were all female nurses with more
than ten years of nursing experience from different contexts.
They had all experienced situations where child abuse had
been suspected. The overarching theme that emerged from
the analysis is: “The responsibility of the nurses is challenged
when suspecting child abuse” - based on four themes. The
nurses doubted and found it difficult to recognize the signs
of child abuse, and they had experienced the importance of
collecting evidence in documentation and they lacked report
routines. They pondered about the consequences for the
child and the family - and for themselves. The vague and
unclear situations, and the encounters with children and their
families lingered heavily in their minds whether they had
acted on their suspicion of abuse or not. The nurses looked
for knowledge and longed for support to act.
3.1 Doubting the signs of child abuse
The nurses found it difficult to define child abuse and recog-
nize the signs. There was no disagreement when it comes to
serious physical abuse or sexual abuse, but there is consider-
able controversy regarding what the nurses describe as less
severe. They often do not even know where the boundary
lines are. When it comes to neglect, nurses find that there
are even more grey areas and the definition is even more
complex. They find it difficult, therefore, to know when
there is reason for concern. One respondent expressed this
conundrum as follows:
“... That is the question. When should the bells
ring? When is there reason for concern? ... That
is what is so hard to know ...” (Aase)
All informants talked about a gut feeling telling them that
something was not right, but without being able to put their
finger on it. It is difficult to know what is behind the gut
feeling, but it does describe the uncertainty many feel. This
uncertainty was expressed as follows:
“It’s like ... we weigh it back and forth a lot,
what is right, and should we trust what we think,
or should we trust what parents say, or should
we ... yes ... all in all ...”(Gerd)
3.2 Collecting evidence in documentation and lack of re-
port routines
The procedures for reporting created uncertainty amongst
nurses. For many it is unclear how they should proceed with
the reporting. There is also uncertainty about who should
report cases of child abuse. Everyone knows that they can
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make a report on their own initiative, but being aware that
one can make a report is a long way from actually submitting
a report. None of the nurses had ever reported child abuse
without the consent of a doctor or a manager. The nurses
said that they would prefer to report through a responsible
agent, such as a doctor or a manager. The problem arises
when nurses are not supported with regard to their suspicions.
What then? One nurse puts it this way:
“The doctor engages with the family and almost
always comes out not supporting me. We rarely
agree. Then I end up in a dilemma ... and what
unfortunately happens next, is that I do nothing
... We don’t have guidelines ... it would be easier
if we had. “(Eli)
Documentation, also, created uncertainty and fear among
nurses. How should they document the abuse for it to be
legally valid? Meanwhile, the study also revealed that there
is a fear of documenting too much. Documentation links the
nurse to the case, which they could be confronted with in
retrospect.
“... many are afraid about documenting too
much in the patient record ... we have experi-
enced that the witnesses in the trial were picked
out after they had documented ...” (Aase)
The participating nurses wished to have guidelines when they
face insecurity. A “sandwich list” of what can/should/must
is considered and how to act to help the child is something
the nurses would like.
3.3 Pondering about the consequences for the child and
the family – and for themselves
Feeling that the nurses could be wrong is there all the time.
This worries nurses and causes insecurity and anxiety re-
garding the consequences to the family. Nurses also want to
protect their own skin: Could it have consequences for their
work situation? Could the family take “revenge”?
Knowing that no matter what is done and by reporting their
suspicions, the nurses may damage the child and family.
Nurses feel that they have great power and can destroy much.
This power and the fear to destroy stop them from going
ahead with reporting, “what if I’m wrong.” (Eli and Mari)
Nurses describe this as “painting the devil on the wall” or
“crying wolf, wolf” (Aase) even if there are no wolves. There-
fore nurses want better guidelines and more teaching in order
to improve their assessments.
3.4 Searching for knowledge and support
Nurses experienced frustrations and difficulties when sus-
pecting child abuse and when searching for knowledge. They
felt abandoned by their colleagues if they did not support
them and were never sure about what they see or what to
think. It was difficult to confront parents on the basis of
suspicions. The situation is perceived as conflicting and
unclear.
“It’s hard. As a mother I would not like to be
confronted with suspicion. I would have gone
on the defensive, and I think they also do. There-
fore, I think ... we feel that we have to be 150
percent sure before we dare to confront the par-
ents. I think it’s one of the hardest confronta-
tions we can make.” (Mari)
Child abuse is experienced as emotionally challenging and
triggers many feelings that nurses must deal with. These
feelings can haunt them over time. Statements such as “have
pondered a lot in hindsight (Eli)” – “cannot forget (Lisa)” –
“it does something to our feelings (Aase)” – “the whole spec-
tra of negative emotions (Aase)” – “uncomfortable situation
to be in (Mari)” – “unable to be objective (Brit)” suggest a
lot about the emotional aspects. Nurses find it emotionally
difficult regardless of whether they file a report or not.
The nurses feel a strong need to discuss the problem with
someone because these are matters which are difficult to
face alone. Different options were mentioned. Some wanted
support from a leader who could guide them through the
process, while others would like support from colleagues.
Several wanted stronger cooperation with the school-nurse,
kindergarten, and school. One proposal was the creation
of a resource group across departments, which could offer
assistance and support in relevant cases. “We can’t manage
alone” (Gerd) was a recurring complaint. And, they demon-
strated a strong need for support when they suspect child
abuse.
4. DISCUSSION
Suspecting child abuse lingered heavily in the nurses’ minds.
The situation of the child and its family challenged their
nursing responsibility, a deeply human caring responsibility
in their profession. In this study, neglect of nursing responsi-
bility had occurred. The ethical conflict emerged when they
doubted what they saw and what it meant and not knowing
how to act or when to act. Nurses also experienced a con-
flict between providing care to the child and to the family
when they suspected child abuse. Documentation and report
routines were unclear. The consequences for the child, the
family, and even for themselves were unclear. Nurses in
this study found child abuse to be a grey area in all aspects.
When nurses suspect child abuse, they feel a strong need for
support from their colleagues and the management. The situ-
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ation is unclear and characterized by uncertainty and anxiety.
They did not want to act alone. The participating nurses had
many thoughts and wishes about how the situation ought to
be, but the vague and unclear aspects act like a clammy hand
surrounding the situation, which makes the situation appear
difficult. A heavy burden for nurses to bear is the awareness
that whatever should be done could hurt the child and the
family.
The WHO definition of child abuse is wide-ranging. When
child abuse is difficult to define, nurses must use their pro-
fessional judgment. Martinsen[35] argues that certain aspects
of professional discretion can contribute to making concrete
rules that can be applied to individual cases. Rules based
on common sense judgments are reminders of the values
that should be applied to a specific situation. The individual
nurse also uses personal human knowledge, experience, and
understanding of the situation. Common sense is far more
important than knowledge based on norms and rules.[35, 36]
Reporting and handing over responsibility were desirable.
The participating nurses avoided talking about encountering
the child and his or her family. They were not prepared for
this. The risk is evident that the child will continue to suffer
if nurses do not dare encounter the child and the family in
dialogues and observation in order to understand and act on
behalf of the vulnerable child.
In addition, nurses require broad general knowledge about
child development, communication, symptoms, and the char-
acteristics of child abuse. This knowledge is important when
child abuse is identified. For example, knowing what normal
development is, and how to communicate without disengag-
ing from the situation is important. According to Martin-
sen,[36] knowledge and skills are prerequisites for good care.
Child abuse is a complex and multifaceted problem and
nurses in this study found it murky and vague. The ethi-
cal and legal challenges turn into a balancing act between
justice, autonomy, charity, and not causing harm.[37] The
danger of violations will always be there. Nurses, therefore,
want to be totally sure before they report child abuse cases.
An ethical challenge occurs in a situation where it may be
impossible to be certain whether child abuse has actually
occurred. Other studies also conclude that nurses are afraid
of making mistakes.[38] As the nurses described in this study,
it is also the fear of consequences that prevents nurses from
reporting.[39] The nurses are afraid of parental retribution
or work-related consequences. The same fear prevents them
from documenting their suspicions; they do not want to get
involved. Some nurses had been subjected to threats. This
creates a climate of uncertainty and fear. Feng[15] finds that
teachers, doctors, and nurses fear that parents will retaliate
if they report child welfare cases. Therefore, nobody wants
to be responsible for reporting child abuse. The nurses in
this study would prefer that the report goes from the unit to
the child protection authorities. When nurses are required
to report directly, there is a worry that cases will not be re-
ported due to the fear that they will become involved in the
follow-up actions, such as a lawsuit.
Risk is closely associated with responsibility. Nurses will
consider an action on the basis of negative and positive con-
sequences according to Wallinvirta.[40] Then they have to
decide if they are willing to take the risk to involve them-
selves. Responsibility requires courage and daring to speak
out in spite of different perceptions within the unit. The
risk of getting involved requires the nurse to be strong. An
easy way out might be that this is someone else’s respon-
sibility. This is where the nurse must take responsibility,
which cannot be left to other people. Lindberg, Persson
and Bondas[41] have looked at responsibility in another sit-
uation. This study reveals that there is consensus, in this
case on the importance of integrating research with practice,
but it is perceived by nurses as someone else’s responsibil-
ity. Do nurses feel the same way in relation to child abuse?
Lindberg, Persson and Bondas[41] find that clarification of
responsibility is important. The individual nurses must know
their responsibilities and accept responsibility. Nurses have
both an ethical and a legal responsibility towards maltreated
children, which they cannot escape; this is at the ethical core
of nursing care.[40] Nurses call for guidelines, but could this
become a disclaimer? Good guidelines are important, but
missing guidelines must not be an excuse not to care. The
question is how nurses can have faith in their own judgment
and feel confident when they suspect child abuse? Thinking
and worrying on their own may be not be helpful. Courage
to encounter the child and the family, to create a caring rela-
tionship in dialogues[40] is an alternative, and in this study,
hardly mentioned. Versatile knowledge and support is what
the nurses themselves suggested.
Considering the consequences of child abuse on children in
both the short and the long term, nurses must be aware of
their responsibilities. Hence, nurses need to take personal
responsibility, which will in turn depend on their ontologi-
cal beliefs.[40] Nurses can play an important role in helping
children out of a difficult situation. Knowledge about the con-
sequences of childhood trauma may contribute to increased
responsibility and awareness amongst nurses. Although there
will always be uncertainty, if nurses understand the conse-
quences of child abuse, they will be more willing to act. This
uncertainty is challenging and difficult. This is also the is-
sue of risk. When responsibility is assessed against the risk,
this may prevent nurses from taking responsibility. Their
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own fear and lack of knowledge restrict freedom and prevent
nurses from doing their responsible deeds for the patients.[40]
Children need brave nurses who dare to become involved in
situations with a questioning and open mind. Martinsen[36]
emphasizes the importance of nurses being inquisitive. When
one questions, one dares to listen and be receptive to emerg-
ing issues. The ability to combine problem-solving and
knowledge with questions contributes to an inquiring mind
that is not overconfident, but is used purposefully for the
benefit of the patient.[42] When nurses meet families where
their gut feeling tells them that something is not right, they
must explore the situation. While nurses say they must dare
to ask difficult questions and be inquisitive, they also say
that this is difficult. Paavilainen, Åstedt-Kurki[43] reveal a
need for training in how to tackle such difficult and sensitive
issues.
Nurses are in a unique situation when it comes to detecting
child abuse.[20] They do not represent the government au-
thorities, and they are associated with care. Nobody reacts
disapprovingly when a nurse moves around the bed of the
patient. Thus, the nurse can get close to the patient, observe,
and question. The nurses themselves in this study expressed
that they need to be in the room with the child and observe
what happens.
In difficult situations, psychological support is important.
Nurses need support throughout the whole process in child
welfare cases. The need for support is huge, but they do not
always receive the support they need, as this study shows.
Likewise, studies have shown that teachers and doctors who
encounter suspicion of child abuse also want to discuss the
matter with somebody else and, therefore, seek the support
of the hospital social worker or school counsellor.[15] Nurses
seeking support from doctors often feel dejected if the doc-
tors do not want to discuss the matter with them. This reluc-
tance may be due to uncertainty and frustration amongst the
doctors, as Feng[15] points out. Poor communication and col-
laboration between professionals and agencies is also found
in the study by Land and Barclay.[44] Doctors and nurses
must cooperate, support, and complement each other. Sup-
port is crucial to help nurses handle child abuse cases, both
during and after the case. The person providing support to
the nurses must be responsive, knowledgeable, trustworthy,
non-judgmental, willing to listen, reliable, attentive, easy
to talk to, accessible, and supportive. There is a need for
experienced supporters that can provide training, guidance
and emotional support when needed.[45]
Limitations
In the study, the interviews with the eight nurses contributed
to a rich data set although the participants were only inter-
viewed once. They were all experienced nurses with more
than ten years of work experience, and were willing to de-
scribe their experience related to this sensitive issue that
involved their own shortcomings in nursing care. The par-
ticipating nurses had different backgrounds. Choosing par-
ticipants with different perspectives provided a broad and
deep understanding of the phenomenon.[32] All nurses had
varied experience of being in situations where child abuse
was suspected. As part of the relevant selection strategy, a
targeted and appropriate selection of informants had been
made from different contexts.[46] Eight informants were suf-
ficient to achieve saturation of data material.[47] Meanwhile,
there will always be a question about how other informants
would affect the study.
5. CONCLUSION
A core professional nursing responsibility is caring for and
advocating for the vulnerable child. Based on the under-
standing gained from this study, this is not always fulfilled
and neglect of nursing responsibility has occurred. Another
challenging responsibility is maintaining the dignity of the
family members even in situations where child abuse is sus-
pected. Nurses need to overcome the fear of getting involved.
There is also a need for better cooperation and understanding
within hospitals and between different child welfare agencies.
However, the most important requirement is to encourage
nurses to take responsibility to act in these challenging situa-
tions. The study reveals a need for better training of nursing
students and nurses. The topic needs not only to become
part of the bachelor’s degree program in order to improve
the level of knowledge among nurses but also to raise their
awareness by reflections.
Data was collected from various health care units, both where
the main focus is children, and where the focus is divided
between children and adults. Some of the unit managers
told us that they did not have this problem and therefore
could not see the point in participating in the study. This is
a finding in itself that points to new research questions in
this research programme. Parts of the data were taken from
emergency and admittance departments where nurses often
find themselves in acute situations. In such situations it is
also important to be aware of possible child abuse in order
to reveal it as early as possible. Early identification is impor-
tant not only for the good of the child, but also for securing
the evidence. Knowledge is needed how to uncover, how to
report, and how to handle difficult situations. Nurses place a
huge responsibility on management, including holding man-
agement responsible for training and the general attitude of
the unit. There is, therefore, also a need for follow-up studies
on management. The core of nursing care, how to improve
30 ISSN 2324-7940 E-ISSN 2324-7959
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the encounter and care for children and their families when
child abuse is suspected, must always be kept strongly in
mind.
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